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Background: Consumption of convenience foods is one factor that is potentially contributing 
to the high rates of obesity in New Zealand adolescents. The increased availability of these 
convenience foods now means that cooking skills are no longer needed to put food on the 
table. Cooking foods from scratch can often be a healthier way to consume food, however 
adolescents are no longer receiving adequate education to learn the basic cooking skills 
required to do this. Additionally, the lack of opportunities for them to learn to cook may lower 
their confidence (self-efficacy) for cooking, and therefore demotivate them to cook from 
scratch. Cooking programmes conducted overseas suggest that hands on cooking classes may 
be an effective method to improve cooking skills and self-efficacy for cooking, however 
limitations with study design and methodology makes it difficult to determine their level of 
success. Additionally, little is known about what effect interventions in the home environment 
can have on adolescents’ self-efficacy for cooking. 
Objective: To determine whether participation in phase one (hands on cooking classes) and 
phase two (take home food bags) of the COOK programme, affects short-term cooking skills 
and self-efficacy for cooking in adolescents from Dunedin, New Zealand. 
Design: A randomised control trial was initiated in adolescents aged ‘13-15 years’. 
Participants were randomly assigned to the control group (n=18) or the intervention group 
(n=66). Participants in the intervention group attended a 5-day cooking programme (COOK 
week) and then received take home food bags, one bag a week for six weeks. A self-
administered questionnaire assessing mechanical cooking skills and self-efficacy for cooking 
was completed at baseline, and at seven weeks (immediately post the six weeks of food bags). 
Additional questions for these measures were taken immediately after the cooking programme 
(before the food bags were initiated) in the intervention only. 
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Results: The intervention group showed increases in total cooking skills and self-efficacy for 
cooking post intervention. These increases were significantly greater than changes observed 
in the control group for both the cooking skills and self-efficacy for cooking. Additionally, 
self-efficacy in the intervention group increased significantly from pre-to-post COOK week, 
and these changes were maintained up until the end of the take home food bags.  
Conclusion: This interim analysis provides evidence that the COOK programme may have 
the ability to increase adolescents’ cooking skills and self-efficacy for cooking in the short-
term. Additionally, take home food bags may play an important role in transferring the self-
efficacy gained within cooking classes, into the home environment. Follow-up analysis of the 
COOK study will help to provide information on the long-term effects that this intervention 
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Obesity in New Zealand is a major public health issue, with an estimated 32% of the 
population classified as obese (1) , yet the environment continues to encourage food choices 
that promote disease and poor health. Increased consumption of energy dense foods such as 
convenience foods is a factor contributing to the rise in obesity (2). The ready availability of 
convenience foods means that cooking meals from scratch is no longer essential to put food 
on the table. Although convenience options are perceived to “fit in” with the busy modern 
lifestyle, particularly for adults (3), consuming these foods is often associated with a diet 
higher in saturated fat, sugar and sodium (4), as well as low micronutrients (5). New Zealand 
adolescent eating behaviours are also of concern, with an estimated 36% of young people 
aged 10-14years considered to be overweight or obese (1). Previous research has shown that 
diet quality improves when adolescents are more involved in cooking food (6). However, it 
seems that many adolescents are not involved in cooking on a regular basis, with a study in 
New Zealand finding that 15-22% of adolescents had not cooked a meal in the last year (7).  
 
Although cooking skills are an essential part of cooking, gaining self-efficacy for cooking 
enjoyable foods may be just as important for motivating adolescents to cook. Self-efficacy 
describes the belief that a person holds, that they can achieve a specific behavioural outcome 
(8), and has been deemed an integral part of achieving behaviours relating to health (8). If 
adolescents do not have the belief, or confidence that they can successfully cook food from 
scratch, they may not have the motivation to attempt this activity at all. Self-efficacy is gained 
through successful experiences, and supportive environments (9). In many countries including 
New Zealand, there is limited exposure to cooking in schools (10). Therefore, it is likely that 
adolescents are not given enough opportunities, in the right environment, to develop their 
cooking skills and increase their self-efficacy to cook foods from scratch.  
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Recently, interventions that expose adolescents to hands-on cooking programmes have been 
considered as an initiative to increase cooking skills and self-efficacy for cooking. Limited 
research has been completed in adolescent cooking programmes and of these studies, small 
increases of cooking skills and/or self-efficacy for cooking were observed (11-14) . However, 
most studies used a pre-post questionnaire study design, with no comparison group (11-
14),which makes it difficult to attribute the outcomes to the cooking interventions. Within the 
studies in adolescents that observed increases, many included family or community aspects 
within their programme (11, 12, 15). However, limited information is known about the effect 
that home-based interventions involving take-home food bags could have on self-efficacy for 
cooking (12).  
 
Previous studies analysing adolescent involvement in cooking programmes have shown 
tendencies to increase cooking skills and self-efficacy, however the weakness in study designs 
have made it difficult to attribute any changes to the programmes. Within limited overseas 
studies, there is little evidence surrounding the effectiveness of moving the intervention into 
the home environment through take home food bags. Additionally, there is limited research 
regarding the effect that adolescent cooking programmes could have in New Zealand. 
Therefore, the purpose of this thesis was to assess the effectiveness of a five-day cooking 
intervention (phase one) followed by six weeks of take home food bags (phase two), on 
adolescent cooking skills and self-efficacy for cooking. This study is the first randomised 
control trial analysing the effect of a cooking intervention on cooking skills and self-efficacy 




There are many definitions for adolescence, as there is no set chronological age for when the 
physiological and psychological changes of adolescence occur. The World Health 
Organisation (WHO) defines adolescence as between the ages of 10 and 19 (16). However, 
for this thesis, adolescence will be defined between the ages of 12 and 18, based on the ages 
at which most youth attend secondary school in New Zealand.  
2.1. Methodology	of	literature	review	
Literature for this review was found through the databases of Medline(Ovid), PubMed, and 
google scholar. Keywords included ‘cooking’, ‘food preparation’, ‘cooking programme’ 
‘adolescent’, ‘youth’ ‘cooking skills’, ‘confidence’, ‘self-efficacy’, ‘definition’, ‘convenience 
food’. Literature was additionally collected from reference lists from peer-reviewed articles. 
The World Wide Web was used to find government documents relating to adolescents.  
2.2. Food	preparation	and	cooking	in	relation	to	adolescent	health		
Cooking practices in the Western world have changed dramatically over the past 50 years, to 
a point where ready-made foods are promoted by the food industry over cooking meals from 
scratch (17). Consumption of ready-made or convenience foods such as fast-foods often 
contribute to a diet high in energy, saturated fat, salt and lower in essential vitamins and 
minerals (5). These energy dense foods are contributing to the high rates of obesity 
internationally (18, 19). In New Zealand, WHO found that fast-food purchasing transactions 
increased by 10.1% from 1999 to 2008 (20), and therefore it is not surprising that in New 
Zealand, nearly one in three adults are considered obese (1). With 36.1% of adolescents aged 
10-14 years, and 43% aged 15-17 years, either overweight or obese, food choices in this age 
group seem to be an issue too (1). Compared to younger children, adolescents are likely to be 
less dependent on caregivers to supply food for them, however the environment in New 
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Zealand is less than ideal for helping adolescents to choose healthy foods. New Zealand 
studies identified that there is high density of fast-food and convenience food suppliers within 
walking distances of schools (21) with up to 62% of urban schools having a fast-food store 
within 800 meters (22). To combat the highly-promoted convenience food industry, there 
needs to be a strong push to educate and motivate people, including adolescents to choose 
healthier foods that have been prepared in an appropriate way, to help them to meet 
nutritional guidelines.  
 
Recently, promoting cooking from scratch at home has been proposed, as a potential 
intervention for improving health in many Westernised countries (23). The limited published 
literature generally supports the hypothesis that increased home food preparation is associated 
with better diet quality (7, 24-26). Specifically, studies in adults have shown that increased 
food preparation at home is associated with lower consumption of energy, fat and sugar (25), 
as well as an increased likelihood of meeting dietary guidelines for fruit, vegetables, 
wholegrains, and calcium (24). Similar trends have been observed in children and 
adolescents, with those who consume foods cooked in the home tending to consume a diet 
which would be considered “healthier”. A cross-sectional study of New Zealand adolescents 
observed that those who reported that they help with cooking meals were significantly more 
likely to meet the recommendations for fruit and vegetables, as well as consume fast food less 
frequently (7). Furthermore, research in youth overseas identified that eating meals cooked at 
home, rather than away from the home was associated with healthier dietary patterns (27-29).  
 
There is a growing body of research concluding that home-based food preparation and 
cooking may help to improve the nutritional quality of the food being consumed by all age 
groups, including adolescents. Along with the solid evidence surrounding the nutritional 
inadequacy and negative health effects of consuming large amounts of pre-prepared and 
	 5	
convenience foods (30-33), promoting home food preparation and cooking could be an 
important part of improving health in New Zealand adolescents. 
2.3. Barriers	for	cooking	
Identifying barriers to healthy eating is essential for implementing realistic public health 
initiatives. Within the adult population, the perceived cost of healthy food, time to plan and 
prepare meals, and skills required to prepare a meal that will be enjoyed by family members 
are all barriers identified within the literature (34, 35). These barriers promote the 
consumption of pre-prepared or convenience foods, which are often perceived to ‘fit in’ with 
the busy lifestyle (3).  
 
Adolescents also experience the above barriers for cooking, however there are more complex 
barriers for this age group to overcome. One main theme identified at this age is the level of 
exposure to cooking opportunities (7, 36). The importance that the New Zealand school 
curriculum place on learning basic domestic cooking skills seems to be minimal (10), and 
therefore adolescents may be relying mostly on exposure to cooking from parents and family 
members. Regulation of food choice by parents may also be a barrier for this age group. This 
means that although adolescents may be starting to gain autonomy over their food choices, 
many could still be reliant on older family members to supply a proportion of their food for 
them. This can reflect both positively and negatively on their opinions of food and cooking, 
depending on the opinions and food choices of their family. Furthermore, sensory outcomes 
of food can play a large role in the food choices that adolescents make (37). Interestingly, 
food choices in adolescents are often based on factors other than those relating to health 
benefits (38). A qualitative study by Stevenson et al (2007) signified the important role that 
texture, taste and smell had on adolescent food choices (37). Visual appearances of food also 
influenced food choice, with some adolescents indicating that they do not like certain foods 
that they have never tried before, because of the way that it looks (37). Additionally, 
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convenience foods are often perceived as tastier and more appetising than home cooked food 
(35, 39). If adolescents are unable to cook meals or experience home cooked meals that meet 
their expectations for these sensory qualities, they may be less motivated to cook foods 
themselves and more inclined to choose convenience food options.  
 
Although cooking skills are no longer considered essential skills, they still have a major role 
to play in preparing foods from scratch. Considering that foods cooked from scratch are often 
healthier (7, 25, 27) cooking skills could be considered a necessary part of maintaining a 
healthy diet. Although possessing a broad range of cooking skills seems to be an important 
part of encouraging adolescents to cook, it may be just as important to improve their 
confidence for cooking. The concept of confidence is a significant part of achieving behaviour 
change (9), and is often referred to as perceived self-efficacy. Improving self-efficacy for 
cooking in adolescents may help to motivate them to attempt to cook, but also help them to 
deal with stress, failures and overcome future barriers associated with cooking (9). Within the 
adolescent population, who may not have a great deal of exposure to cooking opportunities, 
there may be a potential benefit of developing an effective strategy which helps to improve 




Defining cooking skills in Westernised countries has become increasingly difficult. This is 
mainly due to the change in food environment, which has been referred to by Lang and 
Caraher as the “culinary transition” (40). This term describes a change of food preparation 
methods within a whole culture, to a point where cooking foods from fresh ingredients is no 
longer essential to produce a meal (40). In America, this change was observed from 1965-
1966 to the mid 1990’s, with a dramatic decrease in energy (kilojoules) sources from the 
home by 23.9% (females) and 24.5% (males) (17). However, this could be an over-
	 7	
representation of consumption of food cooked from scratch, as the ‘home sourced foods’ were 
classified as anything purchased at a store, deli or grocery store, which could include 
convenience foods. An international study that included New Zealand, looked at adolescent 
fast-food consumption (41). This study showed that above 50% of adolescents consumed fast-
food frequently (1-2 times per week) or very frequently (3 or more times per week). Again, 
this study showed a tendency for foods to be consumed away from home. Now that sourcing a 
meal outside of the home has become a regular means for accessing food for many people, 
there is a need for a clear definition of what cooking skills are required to overcome the 
barriers of today’s society.  
 
Definitions around cooking skills are inconsistent throughout the literature (7, 42-44). 
Simplistic definitions have been used such as cooking a meal from “basic ingredients” (7). 
However, these terms have been considered too vague to have any real meaning (43). 
Distinguishing between pre-prepared (convenience) foods and basic/ raw ingredients can be 
challenging, with foods such as tinned products, dried pastas and bread falling between these 
categories. Cooking skills have also been defined solely through distinct cooking methods, 
also known as mechanical or technical cooking skills (43) (e.g. boiling, chopping, frying, 
steaming). In previous generations, these skills were essential to put food on the table as 
convenience foods were less available. However, with the changing food environment in New 
Zealand, possessing mechanical cooking skills on their own may no longer correlate to being 
able to prepare the majority of food consumed, at home from scratch (43). This indicates that 
a broad range of other skills may be needed, such as time management, budgeting skills and 
creativity in the kitchen, to overcome the barriers of cooking in today’s modern society (42). 
 
 A more extensive view on the definition of cooking skills was put forward by Short 2003, 
who segregated cooking skills into five main areas; mechanical, perceptual, conceptual, 
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academic and planning (43). Mechanical skills are the technical skills of cooking such as 
stirring, baking, frying, streaming or roasting. Perceptual skills describe the understanding of 
the properties of food such as taste, colour, texture and how foods will change under different 
cooking methods. Conceptual cooking skills refer to the creativity of cooking and being able 
to visualise outcomes, specifically, how foods will work together with taste, colour, texture 
and temperature. Academic skills involve understanding food safety, nutrition, seasonality 
and learning different cuisines and classic food combinations. Lastly planning skills include 
choosing appropriate kitchen resources, planning meals within budgets and around time 
constraints as well as considering the food preferences of others (43). Short’s definition looks 
at cooking holistically, by addressing skills that help to overcome the barriers of today’s 
society. Although this definition was not specifically designed for application in the 
adolescent age group, if adolescents were to begin developing these five skills from an early 
age, they may be more prepared to cook foods from scratch, when full independence of food 




There is relatively little evidence surrounding the cooking abilities of New Zealand 
adolescents. A recent study by Utter et al (2016) found that around 80% of New Zealand 
adolescents could cook a meal from basic ingredients, this was lower in those of Pacific 
Island and Asian ethnicities as well as adolescents who lived in poverty (7).  However only 
54% reported cooking a meal once or more a week with 22% of males and 15% of females 
indicating that they had not cooked a meal in the last year (7).  
 
Most New Zealand children do receive some education relating to cooking. In year 7 and 8 
(ages 9-12) they are estimated to receive around 1-2 classes per week for 6-14 weeks (10). A 
New Zealand survey published in 2017 showed that 46% of the food items cooked in year 7 
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and 8 classes were main meal items, 13% were baked goods and 12% were dessert items (10). 
Although this study showed that a lot of the cooking involved main meal items, large 
differences in what is taught in cooking classes at each school were identified. Along with the 
lack of structure in the food technology class curriculum, this study suggests that not all year 
7 and 8 cooking classes expose New Zealand students to adequate cooking experiences. When 
these students move on to secondary school, food technology is offered as an optional subject. 
Therefore, throughout the 5 years that adolescents are at secondary school, many of these 
students will not receive any further training to develop their cooking skills. Food technology 
at year 7 and 8 may be the only current cooking opportunity that most children and 
adolescents are receiving throughout their schooling years.  
 
Although there is not a lot of evidence surround actual cooking skills in New Zealand 
adolescents, what is clear is that adolescents are not receiving a great deal of exposure to 
cooking education. The study by Utter 2016 pointed out, that even if adolescents believe that 
they can cook a meal from scratch with relative ease, they may not be using their cooking 
skills regularly, or at al (7)l. Improving adolescent cooking skills could help improve the 
frequency of cooking from scratch in New Zealand adolescents, however improving their 




The increase in convenience food availability is one environmental factor affecting cooking 
habits globally. As identified before, other factors such as decreased cooking in school and 
lack of time to produce home cooked meals also influence the way New Zealanders cook and 
consume food. Considering these factors, along with the health effects of the changing food 
culture, there is clearly a need for public health initiatives to be developed in the context of 
the modern society.  
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The social cognitive theory (SCT) is a theoretical model that can be applied to many areas 
within health and nutrition (8). SCT looks at how human behaviours are influenced by 
personal, behavioural and environmental factors (45). Within this theory, self-efficacy is a 
vital component when applying it to a behaviour relating to health. The term self-efficacy has 
been defined by Albert Bandura as the “belief in one’s capabilities, to organise and execute 
the courses of action required to produce given levels of attainment” (8). Knowledge and 
skills are necessary to complete a goal, however if the person does not believe that they can 




Bandura 1977 (9) describes the four main routes in which self-efficacy can be affected. The 
first of these is known as performance accomplishments, where a task that is perceived as 
difficult, is attempted and completed successfully. This in turn causes an increase in self-
efficacy for this specific behavioural task. Multiple successes can also increase the likelihood 
of overcoming failures (9). The second domain involves modelling of the behavioural task. 
This is also referred to as a vicarious experience, where the specific behavioural task is 
completed by another person with similar characteristics to the observer. Vicarious 
experiences are more effective at increasing self-efficacy if the model is showing some level 
of effort to make the task, and if there are clear rewarding outcomes for the model at the end 
of the task. The third domain is referred to as verbal persuasion, which involves suggestions 
from other people, that the task can be completed, even if the task has previously been too 
overwhelming for them. Although this domain is commonly used, it can be a weaker method 
for increasing self-efficacy, as past experiences of failure can be of higher influence. Lastly, 
emotional arousal is a domain that can affect self-efficacy expectations. The concept of 
emotional arousal is described as the fear and anxiety a person has around their own 
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competency of successfully completing a task. When thinking about the situation, and how 
the person might fail the task, these feelings can often be more intense than the actual feeling 
of failure. Therefore, reducing emotional arousal can be an important path to increasing self-
efficacy. All four domains work together to form a person’s level of self-efficacy in 
completing a task. Performance accomplishments and vicarious experience are strong 
enablers of increasing self-efficacy, however all four domains should be explored when 
attempting to change or implement a behaviour.  
 
Designing an initiative to increase cooking from scratch in adolescents would be most 
effective if it included aspects of all four domains of self-efficacy. Performance 
accomplishments and vicarious experience are strong enablers of increasing self-efficacy, and 
therefore an emphasis should be put on these, however both emotional arousal and verbal 
persuasion should be included to maximise the amount of self-efficacy that can be achieved. 
 
2.6. Addressing	the	decline	in	cooking	
The increase in nutrition related health issues including obesity (1) has triggered an interest in 
addressing these problems through education of healthier food choices. Specifically, the 
relationship between cooking and nutrition has been of interest in the two decades, as it has 
become increasingly obvious that people are choosing convenience foods more often (17). 
With this, there has been a decline in the frequency that people (including adolescents) are 
involved in preparing and eating meals that are cooked from scratch (17). The research 
community has now started to explore the effectiveness of exposing adolescents to hands on 
cooking education and whether this exposure will help to improve both their cooking skills 





A search of the literature identified twelve cooking interventions that included, but not 
exclusive to adolescent participants (age 12-18), published from the year 2000 onwards. Table 
2.7.1 represents an overview of these studies. These interventions included outcomes 
regarding cooking skills and/or self-efficacy for cooking. All interventions identified had 
additional aims including nutrition knowledge, healthy eating, diet quality and wellbeing, 
however these outcomes are outside the scope of this thesis, and will not be reported. All 
twelve interventions were based around hands-on cooking sessions, however many of the 
interventions stated that they included other food and nutrition related education sessions (11, 
13, 15, 46-48). Family and community components were included in many of the 
interventions to increase confidence and satisfaction (11-13, 15, 49, 50). The summer cooking 
programme analysed by Condrasky 2007, involved the participants preparing their favourite 
meal on the last day, for their families to try (49). Both the Pink Chefs and the Pink and Dude 
Chefs programmes conducted a family feast for the last session, which involved menu 
planning and time management (11, 15). Community and family involvement was included in 
the Cooking Communities intervention (12). Participants learnt to cook different ethnic meals 
and visited another participating school to teach them to cook one of these meals. 
Additionally, a food bag consisting of the individual ingredients was given to take home and 
cook the meal of each session for their friends or family. The study by Thomas et al had 
participants prepare dinners for two events that involved 50 and 100 people respectively. The 
foods they prepared were based on recipes they had previously made (50). The summer 
cooking programme analysed in Beets et al 2007 did allow family members to try some of the 




Duration of the cooking interventions differed dramatically from ten sessions up to thirty-six 
(11-15, 47-49, 51-54). One intervention did not state whether participants attended all or only 
some of the sessions (51) and another had variations in the number of sessions each 
participant attended, from 3 sessions to 20 sessions (52). Three of the interventions were held 
over a five-day (one week) block (14, 48, 49). The others varied in the time period in which 
they were implemented (11-15, 47, 51, 52, 54), with the longest being implemented over 
eighteen months (53). Most were implemented in the United States of America (USA) (11, 
13-15, 47-49, 51, 52, 54), although Cooking Communities (12) and Cook it up! (53) were 
completed in the United Kingdom and Canada respectively. Multiple settings were used, 
including afterschool programmes (11, 12, 15, 54), summer camps (13, 14, 47, 49) and within 
the community (48, 50-52). A small proportion of the studies targeted ethnic minorities (48), 




Overall the methodologies of the intervention analyses were limited. All twelve studies 
completed short-term evaluations. One study contained randomisation which placed matched 
schools into an intervention or control (52). However individual randomisation did not occur 
within the schools, and the youth knew whether they were in the control or intervention when 
they were signing up to participate in the study. This may have influenced the baseline 
characteristics and results, which were found to be significantly different between the two 
groups, limiting the ability for comparison. All other studies had a pre-post design with no 
comparison group (11-15, 47-51, 54). This design is restricting, as it does not determine 
whether the effect was due to the cooking intervention or not. However, the pre-post design 
can be useful for supplying useful feedback to apply for future interventions. Eight of the 
twelve interventions included cooking skills as part of their evaluation (12, 13) (47-51, 54). 
Cooking skills were reported through mechanical methods (53) or their ability to cook 
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individual food items (12), however five interventions did not specify what measurements 
were used (13, 47-49) (51, 54). Detail surrounding methods of evaluation for self-efficacy in 
cooking were slightly more comprehensive. All six studies used a scaling system to determine 
their confidence for cooking (11, 14, 15, 49, 50, 52, 53), however different scaling labels were 
given to represent the level of confidence felt. The questions in Revill (2003) asked how 
confident the participant was in cooking food items such as rice, pasta or apple crumble. 
Other studies asked questions regarding how confident the participant was at “cooking a meal 
from basic ingredients”(11, 15), or “from scratch” (15, 52). The Pink and Dude Chefs 
programme was adapted from the Pink Chefs intervention in 2008, and therefore a similar 
questionnaire (adapted from the Cook-Well youth programme) was used to analyse both 
programmes (11, 15). This questionnaire included additional questions on self-efficacy for 
knife skills, planning and budgeting, using leftovers and adapting to family preferences (11, 
15). It is understandable that most interventions designed their own questionnaires (12, 13, 
48, 51, 53) as there is a lack of validated self-administered cooking skills and cooking 
confidence questionnaires. The cook-well questionnaire that was adapted for the Pink Chefs 
and Pink and Dude Chefs interventions was based on previous work by Anderson et al (2002) 
conducted in 11-year-old children (55). Revill (2003) also used this questionnaire for 
measuring self-efficacy (52). These three studies were the only intervention analyses that 
utilised a validated questionnaire (11, 15, 52). Only two other validated self-efficacy tools 
could be identified in the literature, however both were tested in adults, and were not used by 




Seven interventions observed an improvement in cooking skills (12, 13, 48, 49, 51, 53, 54), 
however only two of these studies reported statistical analysis of the changes in cooking 
skills. The ‘Cooking Communities’ programme saw significant increases (p<0.05) of 33% for 
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cooking a meal, 25% for simmering food, and 15% for cooking healthy food (12). 
Furthermore, Beets et al. (2007) found a significant increase from baseline to post-
intervention perceived cooking ability from a score of 3.6 to 4.0 (p=0.04) (13). Only one 
study found no difference in cooking skills (47). Similar results were found in self-efficacy 
for cooking, with five out of the six studies that examined this component, finding some 
improvements post intervention (11, 14, 15, 49) (52, 53). Chessen et al (2008) found that total 
self-efficacy increased by 1.95 within the possible 5-point maximum score (p=0.005). Also, 
Condrasky et al (2010) observed significant improvements for cooking healthy meals and 
using herbs and spices (p<0.0001), but not for the other self-efficacy questions. Qualitative 
feedback indicated improvements in cooking confidence in two studies, where quantitative 
data was limited (49, 53). The only intervention analysis that contained a comparison group 
was that by Revill (2003), who stated that self-efficacy for cooking increased in both the 
intervention and control. However, this increase was not significantly different between the 
intervention and control. In this study, the intervention group had a higher level of self-
efficacy at 22 points of a possible 27 at baseline compared to 17 in the control. This may have 
distorted the effect of the cooking intervention, as there would be less room for improvement 
in the intervention group. Also, participant session attendance varied greatly, and therefore it 
is possible that some participants did not receive sufficient intervention sessions to have an 
effect. Sheehan et al 2013 did not find any meaningful increase in overall self-efficacy.  
 
Interventions that included a family or community component, alongside the cooking classes 
and nutrition education, all showed some degree of improvement in cooking skills and self-
efficacy for cooking (11-13, 15, 50). However, no separate analysis of the family and 
community components were completed, and therefore it is not possible to determine whether 
these components contributed to the improvements observed within the overall cooking 
interventions. One intervention involved take home food bags, to cook for the family at home 
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(12), but again, the impact of this intervention was not evaluated separately, and therefore it is 
unknown whether the food bags had an effect above and beyond the cooking classes. From 
the results of all studies, there does not seem to be a preferable number of sessions or length 
of time to which the intervention should be completed in. All studies included, measured the 
short-term effect of the intervention, and therefore it is unable to be determined whether there 
is a more effective delivery method for maintaining cooking skills or self-efficacy, long term.  
 
Many of the results did not show a significant increase for both cooking skills and cooking 
self-efficacy, however this is may be due to inadequate study design and small participant 
numbers, which reduce the power for detecting significance. Because of the limited 
descriptions and standardisation of these interventions, it is difficult to make comparisons 
between the studies. Although the evidence is not conclusive, there was some evidence of an 
improvement in cooking skills and self-efficacy for cooking in adolescents who were 
involved in these cooking interventions. 
2.7. Conclusion	
Overall, cooking has been identified throughout the literature as a potential intervention for 
improving the health of adolescents. This literature review has further identified that self-
efficacy (confidence) for cooking could be just as important as the cooking skills themselves. 
Including both cooking skills and self-efficacy could be essential for overcoming barriers and 
providing motivation for adolescents to cook meals from scratch, rather than consuming 
convenience foods. Although there have been analyses of cooking programmes conducted in 
the USA, UK and Canada, there is still uncertainty over whether cooking programmes are an 
effective method of improving cooking skills and self-efficacy in adolescents. This review has 
also identified family or community components, and nutrition education as common trends 
throughout the more successful programmes. However, there is need for stronger 
methodology in this area, to allow the effects observed to be attributed to the cooking 
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programmes. In New Zealand, many adolescents may not be receiving the necessary exposure 
to cooking to develop their cooking skills and the confidence to cook in daily life. To date, 
there is no research that has looked at the effectiveness of cooking programmes in New 
Zealand. Furthermore, there are limited interventions that involve moving the cooking 

































































Self-efficacy for cooking: 
(adapted from the assessment tool 
used in the Cook-Well programme) 
 
- 5 point Likert Scale, to give a total 
score and individual scores from 7 
self-efficacy questions asking “how 
confident do you feel about… 
1. Being able to cook from scratch 
2. Creating meals using new 
ingredients 
3. Following a simple recipe 
4. Using a knife safely when cooking 
5. Use coupons and/or store fliers to 
plan a meal  
6. Using leftovers to create a new 
meal 
 
Small increase from 
2.95 to 3points (out of 
5) for overall 
confidence score from 
pre-to post survey, 







however none were 
significant  
- No change for being 
able to cook from 
scratch. 
 - small decrease in 
score for following a 
recipe (0.16) and 
using knife skills 
safely (0.26) 
- Increase in creating 
meals with new 
ingredients (0.21), 
using left-overs to 
create a new meal 
(0.16) and using 
coupon and or fliers 



























1 x 1.5hour 
session per week 
for 10 weeks. 
Sessions aimed at 
promoting 




was implemented  
Students given 
ingredients from 
each session to 















Self-reported cooking skills: 
- Simmer food 
- Boil an egg 
- Separate an egg 
- Open a tin 
- Chopping Techniques 
- Cooking a meal 
- Cooking healthy food 
All cooking skills 
reported an increase 
after the intervention 
 
Significant increase 
(p<0.05) in perceived 
cooking skill level for 
- 33% increase for 
cooking a meal 
-  25% increase for 
simmering food 
- 15% increase for 
































at risk youth. 




























Self-reported Cooking skills: 
- Using a knife safely 
- Peeling, chopping, slicing 
vegetables or fruit 
- Cooking a piece of raw or frozen 
meat/chicken/fish (not processed) 
- Cooking a soup, stew, casserole 
using a pre-packaged mix 
- Choosing a spice or herb that goes 
well with the food being cooked 
- Adjusting a meal to make it 
healthier 
- Baking muffins or cake from 
scratch 
- Baking muffins or cake using a pre-
packaged mix 
- Planning a quick healthy meal 
using only the foods already at home 
- freezing vegetables or fruit from 
raw to bagged in a home freezer 
- Canning fruit or salsa from raw 
ingredients to finished products in 
sealed glass jars. 
 
Self-efficacy for cooking: 
- Preparing foods at home at least 










showed 2/5 of the 
participants improved 
self-efficacy level 
from “I think I can” 
to “I know I can”. 2/5 
remained in “I know I 




indicated an increase 










Cook like a 
chef, nutrition 
camp 
One Week (5 








Self-reported Cooking skills 
(adapted from Cooking up fun! 
Evaluation tool)(55) 
Cooking skills 
statistics not reported, 
















n = 99 
2 cooking 






- Specific questions not available 
- scale used to determine skill level 
1. “I tried this skill for the first time” 
2. I improved 
3. I practiced at home 
4. I want to practice more 
5. I can do this well 
6. I taught a friend or family member 
this skill 
- Used mechanical skills as a 
measure of cooking skill level. 
 
Self-efficacy for cooking: 
Measured level of confidence for 
preparing healthy meals and snacks. 












Significant increase in 
confidence for 
cooking healthy 
meals and using more 
herbs and spices 
(p<0.0001), however 
no actual values 
reported  
 

















intervention. 2 x 
2hr sessions per 
week, comprising 









Self-efficacy for cooking: 
- Used the assessment tool from the 
Cook-Well programme 
- 5 point Likert Scale, to give a total 
score from 7 self-efficacy questions 
A significant increase 
in total self-efficacy 
score for cooking by 
1.95 out of a 





















meal at end of 
programme 
asking “how confident do you feel 
about… 
1.being able to cook from basic 
ingredients 
2. creating meals using new 
ingredients 
3. following a simple recipe 
4. using a knife safely when cooking 
5. planning a meal at low cost 
6. using leftovers to create a new 
meal 
7. being able to change what your 
family eats 
 




















lunch 2 x per 
week, nutrition 
education and day 
trips to local food 
sources 
 










Self-reported cooking skills: 
adapted from Cullen et al (58) 
No significant 
difference in cooking 



























Self-reported cooking skills: 
Specific questions not reported 
97% reported learning 
new skills in cooking.  
 
No other statistical 






















































sessions per day 









Self-reported cooking skills and 
self-efficacy for cooking: (adapted 
from Cooking up fun! Evaluation 
tool)(55) 
- Specific questions not available 
- scale used to determine skill level 
1. “I tried this skill for the first time” 
2. I improved 
3. I practiced at home 
4. I want to practice more 
5. I can do this well 






Most of the 
participants reported 
that they learned a 
new skill post 
intervention 
 
Stated that there was 
an improvement in 
both mastery of 
cooking skills and 
confidence in the 
skills. 
Statistical analysis not 
reported. 
 
Post intervention:  
- 58% indicated they 
could use a sharp 
knife  
- 19% tried sautéing 
for the first time,  
- 84% could use 
measuring cups and 
spoons well  
- 54% could stew well  
- 79% could use 
baking processes 
well.  
(These results were 





























8 x 4hr sessions 
completed within 
2 weeks. 






Self-reported cooking skills 
- evaluation tool not reported 
Significant increase 
post intervention in 
perceived cooking 
ability from 3.6 to 4 
(p=0.04) (maximum 


















6 x 90minute 
Interactive 
cooking classes 
































































Hands on cooking 
classes within 2 
months. Classes 

















Self-reported cooking skills 
- Questionnaire pilot tested 
- Specific questions not reported 
 
67% of youth 
reported being able to 
prepare fruits or 











































2 hrs per session 







(minimum of 3 







10 schools were 
recruited and 
allocated into 5 
intervention  
 
and 5 control 
schools. From 
this 84 youth in 
the intervention 






Self-efficacy for cooking   
Participants were asked to scale their 
ability to make the following 9 
different foods without using ready-
made or packet foods. 
1. Vegetable stir-fry 
2. Coleslaw 
 
3. Boiled Potatoes 
4. Lentil Soup 
5. Apple Crumble 
6. Boiled White Rice 
7. Boiled Pasta 
8. Bread 
9. Boiled Broccoli 
Scale used: 
- All by myself 
-With a little help 
- With a lot of help 
- Not at all 
Perceived cooking 
confidence (self-
efficacy) was higher 
at baseline in the 
intervention group 22 
compared to 17 
respectively  
 
(maximum score of 
27). 
 
Results stated that 
perceived cooking 
confidence increased 
significantly in the 
intervention and 





















figures suggest that 
the intervention group 
stayed at a median 
score of 22 and the 
control group 
improved from a 
score of 17 to 20. 
 
There was no 
significant difference 
in the increase of 
perceived confidence 
in the intervention 
compared to the 






Create Our Own Kai (COOK) study is a randomised control trial designed to see whether a 
week-long comprehensive cooking intervention, followed by six take home food bags (one 
bag per week) would result in an increase in the following measures:  
	
1) Cooking skills 
2) Cooking confidence 
3) Well-being 
4) Fruit and vegetable intake and Diet Quality 
 
Aim of this thesis: To determine whether participation in both phase one (hands on cooking 
classes) and phase two (take home food bags) of the COOK programme affects short-term 
cooking skills and self-efficacy for cooking in adolescents from Dunedin, New Zealand. 
 
Objective 1: To assess the short-term effect of the COOK programme on self-reported 
cooking skills.  
Objective 2: To assess the short-term effect that the COOK programme has on perceived self-




This thesis is an interim analysis, that assesses part of the data set on cooking skills and self-
efficacy for cooking in adolescents who took part in the COOK study. Interim measurements 
for diet quality were also analysed by another MDiet student, which is presented in another 
thesis.  
4.1. Ethical	approval		
Ethical approval for all aspects of the COOK study was obtained from the University of 
Otago Human Ethics committee (appendix A). All components of the COOK study were 
approved (appendix B). Parents or guardians of the participants were required to read the 
information sheet, and give informed consent (appendix C) before their child could be 
included in the study. All participants were also asked to read the information sheet and give 
informed consent (appendix D).  
	
4.2. Study	design		
This Create Our Own Kai (COOK) study is a randomised-control trial comparing the effect of 
the COOK project on cooking skills and self-efficacy for cooking with a control group. 
Measurements and questionnaires were completed at Time point 1 (T1), Time point 2 (T2) 
and Time point 3 (T3). Time point 4 (T4) will be completed at 12 months after baseline and 
will not be completed in time to be included in this study. Figure.1 shows the timeline for the 
completion of each time point for both the intervention and control. Note: Figure 1 was taken 






Figure	1:		Cook	Study	Design	Timeline. Week 0 = Monday of cooking intervention and baseline. Week 1 = 
Friday, end of week one and the end of cooking intervention. Week 7= Seven-week follow-up at end of take 




This study recruited young adolescents who were in school, Years 9 or 10 at the time of 
intervention (approximate age of 13-15 years old), living in Dunedin, New Zealand. 
Participants were recruited through social media (Facebook and Twitter), posters, word of 
mouth, organizational emails and via a researcher presenting the study to potential 
participants at local school assemblies. Only one child per family was eligible to enrol in the 
COOK study. There were no other exclusion criteria, however participants were required to 
provide their own transport for all components of the study. A total of one-hundred-and-
thirty-one participants were recruited. Three streams of participants were formed based on 
participant’s availability to attend. Within each stream, participants were then randomised 
into either the COOK intervention or the control group. Randomisation was performed by 
blindly drawing names out of an envelope. For the intervention, the students cooked in pairs. 
Pairs were purposely formed based on similar food allergy requirements, vegetarianism or 
other food avoidances due to religious or other beliefs. and avoiding participant pairing with 
those who knew each other.  
4.4. Mechanical	cooking	skills		
Mechanical cooking skills were measured at T1 and T3 in the control group and at T1, T2 and 
T3 in the intervention group. Although the COOK intervention addressed all aspects of 
cooking skills described by Short (2003), as the participants are at the younger end of the 
adolescent age group, a mechanical skill based measurement tool was developed. This was 
decided by the research team to be more age appropriate to use than designing a questionnaire 
based on the highly complex cooking skills definition by Short (2003) (44). This 
questionnaire was adapted from a measurement tool designed for the use in the “Cook like a 
chef programme” (58). The 18-item questionnaire (appendix F) asked “Can you perform the 
following activities” and used a response of “yes” or “no”. A response of “I don’t know what 
this is” could be selected for the technical questions only. An answer of “yes” corresponded to 
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1-point, and an answer of “no” or “I don’t know” corresponded to 0-points. Responses from 
all 18-questions were calculated to give a final cooking skills score. The maximum score that 
could be achieved for this section was 18. Questions were also broken down into either 
technical skills (first 12 questions) or preparation skills (last 6 questions), to give an overall 
score within these categories. Technical skills questions involved analysing individual skills 
such as boiling, grilling, stewing etc. Preparation skills involved activities that could involve 
multiple technical skills such as “making sauces and gravy from raw ingredients” and 
“preparing fresh or frozen green vegetables”. A maximum score of 12 could be given for 
technical skills and a maximum of 6 for preparation skills.   
4.5. Self-efficacy	for	cooking	
Self-efficacy for cooking was also measured at T1 and T3 in the control group and at T1, T2, 
and T3 in the intervention group. Two different sections were developed to analyse self-
efficacy for cooking. Section one involved four self-efficacy questions, based on a previous 
questionnaire designed to assess the effectiveness of cooking interventions. These questions 
were; Q1 – “How confident do you feel about being able to cook from basic ingredients?”; Q2 
– “How confident do you feel about following a simple recipe?”; Q3 - “How confident do you 
feel about tasting foods that you have not eaten before?”; Q4 – “How confident do you feel 
cooking new foods and recipes?”.  These questions were part of a questionnaire validity study 
by Barton et al 2011, and these self-efficacy specific questions were deemed appropriate for 
the analysis of cooking programmes (56). It was noted that this questionnaire was not tested 
in adolescents, however the research team discussed this issue and decided that all four 
questions were appropriate to use in adolescents. A 7-item Likert scaling system was used to 
rate the level of self-efficacy the participants felt for each question. These ranged from 1 (not 
confident at all) to 7 (very confident). The maximum score that could be achieved for the total 
self-efficacy for cooking score, as well as all four individual questions was 7. Section two 
used the same eighteen items as for the mechanical cooking skills (refer to section 3.5 of this 
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thesis). However, the participants were asked to rate their confidence in performing the 
eighteen activities. Again, these eighteen items were broken down into technical and 
preparation skills and were measured on a 5-point Likert scale from 1(not confident at all) to 
5 (very confident). A maximum score of 5 could be achieved for the total mean mechanical 
cooking skills self-efficacy score, technical skills self-efficacy score and preparation skills 
self-efficacy score. The self-efficacy for cooking questionnaire is available in appendix G.  
4.6. Phase	1	of	the	intervention:	COOK	week	
Phase one of the intervention was a week long, hands on cooking programme, referred to as 
the “COOK week”. Phase one was previously piloted in 23 Dunedin adolescents (aged 12-
16), and adjustments were made based on observations and experiences from the participants, 
staff and volunteers involved in the programme. The intervention group (n=66) completed the 
one week program, that ran from approximately 9am – 3:15pm, Monday to Friday during the 
school holidays (appendix H). Each six-hour day involved cooking up to three different 
recipes as a pair. The COOK week involved a broad range of cooking related activities that 
encouraged development of mechanical cooking skills as well as all other components 
described by Short (2003) (43). Activities included different cooking methods, taste of 
different and new foods, classic food combinations, seasonality and how this relates to taste 
and flavour. Non-cooking activities and education were also included throughout the week. 
These included food safety, safety in the kitchen, clear communication, respect, food waste, 
seasonality and locality of produce, nutrition, budgeting, writing recipes, creating shopping 
lists, and shopping for food at the local supermarket. Directly before each recipe was cooked, 
a demonstration of the dish was completed by the chef and dietitian running the programme. 
Questions could be asked, and tricky components were explained to help encourage success. 
For every dish, participants were given prepared trays of weighed and portioned raw 
ingredients, and a recipe. Items such as spices and herbs were given out more generously to 
allow participants to adjust the taste to their own preferences. Additionally, fruit and 
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vegetables were not washed and left with skin on and uncut to encourage skill acquisition. 
Although cooking was completed in pairs, study participants were required to wait until all 
pairs had completed cooking and cleaned up, to allow the participants to eat as a group. 
Sitting and waiting to eat together as a group was mandatory. The COOK instructors, who ran 
the COOK week were available throughout the week for the participants to ask questions, to 
help with tricky components of the recipes and to offer words on encouragement when 
needed. Table 4.7-1 contains an example of the second day of intervention.  Descriptions of 








Recipe 4 demonstration 
 
Participants cook recipe 4 
- Participants view the dish cooked in its entirety by COOK 
Instructors 
- Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
10am Seasonality presentation  - Information regarding nutrition, cost, environmental issues 
relating to seasonality presented by the dietitian.  
1030am Cooking methods and 
selection of produce  
- Interactive presentation from an experienced chef,   
 
11am Food Share  - Representative from the local food rescue organisation 
presents information regarding how to food waste. 
11.20am Recipe 5 demonstration - Participants view the dish cooked in its entirety by COOK 
Instructors 
11.30am Participants cook recipe 5 - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
12pm Break - Participants were allowed free time to mingle and get 
some fresh air outside. 
12.20pm Recipe development  - Pairs come up to the dietitian and chef to discuss and 
finalise their ideas for the two-course meal that they prepare 
for their family members (on the last day of the COOK 
week)  
- Friday family meal is further explained in 1.7.2 Cooking 
for the family. 
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Time Activity Description 
1.30pm Recipe 6 demonstration - Participants view the dish cooked in its entirety by COOK 
Instructors 
1.45pm Participants cook recipe 6 - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
2.30pm Recipe development  - Extra time to finalise recipes if needed  
3.15-
3.30pm 
Completion of day - Participants picked up by parent/guardians 





The COOK week used recipes adapted from the Sprout cooking school (Sprout SA Pty Ltd, 
Adelaide, Australia). These recipes had been previously used in their adolescent cooking 
classes and were considered generally appropriate for use in New Zealand. However, some 
recipes were adapted to include seasonal, cultural and affordable foods more applicable to 
Dunedin, New Zealand. Also, specific ingredients were substituted to reduce the cost of the 
recipes if it was appropriate. No salt was added in any of the recipes, with a focus on herbs 
and spices to flavour dishes.  
4.6.2. Cooking	for	the	family	
	
Each participant was asked to invite one family member to attend a two-course family dinner 
on the last day of the COOK week. The intention of this dinner was to increase the 
adolescents’ confidence of cooking meals for their family, and to show the parents how 
successful their child can be at cooking, with the hope that they would then try and provide a 
supportive environment at home for their adolescents to cook in. During the COOK week, 
time was allocated for research, planning and development of the two recipes. The meals had 
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to be made from fresh ingredients and cooked from scratch. For example; pasta, bread, and 
pastry recipes had to be made from scratch. All participant recipes were approved for 
difficulty and creativity by the COOK instructors running the programme. To prepare for this 
family meal, participants were required to write a shopping list and were then taken to the 
supermarket on the second to last day to buy the ingredients they needed within their budget. 
The participants cooked in pairs, and therefore each pair cooked the main and dessert for two 
people, with a budget of $25. Staple ingredients (appendix I) were supplied to the 
participants, and these items were not included within the $25-dollar budget.  
4.7. Phase	2	of	the	intervention:	Take	home	food	bags	
	
All intervention participants received six food bags, one per week for six weeks, to take home 
and cook for their families. Each bag consisted of a recipe and the raw ingredients to make an 
entire meal for four people. The first bag was given out on the Friday of the COOK week 
(phase one). This bag included extras that would be considered cupboard staples, that could 
be used for the next 5 bags as well. The budget for each bag was $12 or less, and food 
donations from multiple organisations were used for some of the recipes. The recipes included 
in each food bag and the origin of the recipe are stated in Table 3.8-1. Full recipes are 




Week  Recipe  Origin  
1  Tofu Jungle Curry Sprout Cooking School (Australia)  
2  Home-made deep crust Pizza  Australian Women’s Weekly (Australia)  
3 Meetballs with tomato sauce and spaghetti  Beef and Lamb (New Zealand) 
4 Mexican Nachos  FoodShare Dunedin (New Zealand)  
5 Tuna Pasta bake  Sealord (New Zealand) 




Throughout the week of cooking classes, the participants were encouraged to join the COOK 
Facebook page. Each COOK stream had their own page in which the participants or their 
parents could post pictures of the food they had created. This included the meals cooked from 
the food bags and any other cooking. Prizes were given each week to participants that were 
involved posting pictures of their food. However, evaluation of the Facebook pages is not 




Questionnaires and anthropometry measurements were completed at T1 and T3 for the 
intervention and control group. An additional questionnaire was completed at T2 by the 
intervention group only. Time point 4 (T4) will be implemented one year after T1, and will 
therefore not be completed in time to be included in this analysis. Baseline (T1) 
questionnaires and measurements for the intervention group were collected at the start of 
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phase one of the COOK intervention. T3 questionnaires and measurements were completed at 
seven weeks (directly after the take home food bags were finished). Two questionnaires were 
completed at T1 and repeated at T3. Questionnaire one (Q1) was the Food, Cooking and 
Wellbeing questionnaire which consisted of multiple components that addressed areas 
including; personal details, home life, cooking frequencies, cooking and food safety 
knowledge, well-being and diet quality measures, all of which are outside the scope of this 
thesis. Q1 also contained questions regarding the outcomes for this thesis of cooking skills 
(appendix F) and self-efficacy for cooking (appendix G). Questionnaire two (Q2) consisted 
of the Youth Physical Activity Questionnaire (YPAQ), which is outside the scope of this 
thesis. Questionnaire three (Q3) repeated cooking skills and self-efficacy for cooking 
measures from Q1. Q3 was only completed by the intervention group, at T2. Additionally, it 
contained questions on wellbeing as well as feedback from the participants regarding 
enjoyment and success of phase one of the intervention (both of which will not be analysed in 




Study assistants who took anthropometric measurements either held level 1 ISAK 
accreditation, or were trained in the ISAK procedures by accredited study assistants. 
Anthropometric measurements were taken at T1 and T3. All measurements were taken 
barefoot and in light clothing. Weight was measured using a bio-electrical impendence scale 
(BC418, Tanita, Tokyo, Japan), prior to measurement participants were asked if they have 
any heart problems, pacemakers, metal pins or could be pregnant as these are 
contraindications for bio-electrical impedance. A standardised clothing adjustment value of 
0.5kg was used for all participants. Weights were measured to the nearest 0.1kg. 
Measurement of standing height was taken using the Wedderburn portable height rod (WS-
HRP). All standing height measurements were taken to the nearest 0.1cm. Two initial 
measurements were taken, however if a difference of 0.5cm or more occurred between 
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measurements, a third standing height was completed. The average of the closest two 




SES (Socioeconomic status) for each participant was estimated through their residential 
address. Statistics New Zealand data assigns a deprivation level to each neighbourhood using 
the New Zealand deprivation index 2013 (59). This system gives a level of deprivation to 
each area (mesh-block) on a scale from 1(low level of deprivation) to 10 (high level of 
deprivation), with each number representing 10 percent of the population. For example, an 
area with a deprivation level of 10, would fall into 10% of the New Zealand areas with the 
highest level of deprivation. These New Zealand deprivation index (NZ dep) values from 1-10 
are determined from 2013 census data using indices of income, employment status, 
qualification levels, home ownership, family support, access to transport, living space and 
communication abilities. For this study, deprivation levels were categorised into three SES 




School deciles for each participant were collected for descriptive purposes only. School 
deciles are assigned to each school as a measure of SES, based on the residential addresses of 
students attending the school. School deciles were obtained from the New Zealand 
government schools directory excel spreadsheet (60). Each address is categorised into a 
neighbourhood (mesh-block), which has been assigned a deprivation index from 1-10 based 
on statistics New Zealand 2013 census data (59). Household income, occupation, household 
crowding, educational qualification and income support are used to determine the level of 
deprivation of each mesh-block. From the deprivation indices assigned to each mesh-block, a 
decile from 1-10 is determined for the whole school, based on their deprivation level 
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compared to all other New Zealand schools. Each number from 1 to 10 represents 10% of 
schools. For example, a school decile of 1 represents a school with a SES in the lowest 10% 
of schools in New Zealand. For this study, school deciles were categorised into low (decile of 




All participants were asked to identify their ethnicity, however multiple ethnicities could be 
selected. From this, prioritisation of ethnicity into Maori, Pacific and then New Zealand 
European/Other (NZEO) was used for this study based on the New Zealand Ministry of 
Health, level one ethnic group priority code (61). All other ethnicities were grouped into New 




Data from similar studies within this adolescent age group was not available to base power 
calculations. Therefore, an exact effect size could not be determined in advance. Though, a 
sample size of 80 participants would provide an 80% chance of detecting a difference of 
between 0.30 to 0.35 SD in cooking skills and confidence to cook, using a 5% level of 
significance. Recruitment of 100 participants per group was decided, to account for a 20% 




Participant characteristics were described for the intervention and control group. Scores were 
determined for overall cooking skills (18 items), technical skills (12 items), and preparation 
skills (6 items) by taking the mean of the contributing items. Section one of self-efficacy for 
cooking were measured on a 7-point Likert scale. Section two of self-efficacy for cooking 
used a 5-point Likert scale. The total self-efficacy scale scores were calculated to obtain the 
mean of the individual item scores. For all the above measures differences between the groups 
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was determined using regression analysis, adjusted for baseline values. Linear regression 
coefficients (representing the mean difference between the groups in change of score between 
T1 and T3) and 95% confidence intervals were calculated. P-values are not presented to limit 
premature conclusions given that these are interim analyses. Change in self-efficacy for 
cooking section one and section two, between T1 and T2, and T2 and T3 was completed for 
the intervention only. Mean differences and 95% confidence intervals between time-points in 





Baseline characteristics of the intervention and control group are presented in Table 5.1-1. 
Overall, 85 participants completed both T1 and T3 questionnaires and measurements. 
Participant numbers were much smaller in the control (n=18) compared with the intervention 
(n=66). This was mainly due to the control group being told they would not be completing the 
cooking classes before baseline measurements were taken, and therefore they no longer 
wanted to be involved in the study.  Control participants were also excluded from the study as 
they could not be contacted or had not completed follow-up measurements in time for this 
analysis. For the intervention group, 68 participants completed the intervention, however n=2 
did not complete follow-up measurements. Differences between males and females were 
identified, with more females than males in both groups. There were discrepancies between 
the two groups with regards to ethnicity, with all participants in the control group indicating 
NZEO. The intervention group was composed of 9% Maori, and 91% NZEO. Most 
participants in the intervention (86%) and control (95%) were of middle to high socio-
economic status, with only n=9 of the intervention and n=1 of the control with low SES. All 




 Intervention Group n (%) 
Control Group 
n (%) 
Participant Numbers 66 (79) 18 (21) 
Age (years) * 13.7 (0.8) 13.9 (0.8) 
Gender   
Male 25 (38) 4 (22) 
Female 41 (62) 14 (78) 
Ethnicity   
NZEO 60 (91) 18 (100) 
Maori 6 (9) 0 (0) 
Pacific Island 0 (0) 0 (0) 
Socio-economic status   
Low (deprivation 8-10) 9 (14) 1 (6) 
Medium (deprivation 4-7) 26 (41) 7 (39) 
High (deprivation 1-3) 29 (45) 10 (55) 
School decile   
Low (1-3) - - 
Medium (4-7) 35 (53) 6 (35) 
High (8-10) 31 (47) 11 (65) 
Anthropometry    
Weight (kg)* 58  66  





Both the control and intervention groups improved their mean overall cooking skills score 
from baseline (T1) to post intervention (T3). However, this improvement was significantly 
greater in the intervention group by 2.9 points (95%CI: 1.6, 4.2). Results for total mechanical 
cooking skills, technical and preparation skills are presented in Table 5.2-1. Similar results 
were observed when analysing only the technical skills component, where the intervention 
group significantly improved by 2.3 points beyond the improvements observed in the control 
(95%CI 1.5, 3.2). No significant differences between groups were observed for the 
















skills score  
(maximum 
score = 6) 
 




score = 12) 
 






score = 18) 
12.8 (3.7) 14.2 (4.2) 11.1 (2.7) 16.4 (2.0) 2.9 (1.6, 4.2) 
* - represents the mean difference in the difference between the groups between T1 and T3.  
 
5.3. Self-efficacy	for	cooking		
Overall, the cooking intervention significantly improved the adolescents’ total self-efficacy 
for cooking over and beyond any changes observed in the control group. Results from section 
one (four individual questions) and section two (technical and preparation skills questions) of 
self-efficacy for cooking questionnaire have been presented in Table 5.3.1.  
Section one results: The mean total self-efficacy score for all four questions improved from 
T1 to T3 in the intervention group by 1.0 point, and no improvement was observed in the 
control. Between groups, the difference between the change from T1 to T3 was 0.9 of a point 
more in the intervention, which was significant (95%CI: 0.6, 1.3). The change between T1 
and T3 was significantly more in the intervention group, compared to the control for Q1 with 
a difference of 1.2 (95%CI:0.7, 1.6), Q2 with a difference of 0.9 (95%CI: 0.5, 1.4), and Q4 
with a difference of 1.2 (95%CI: 0.5, 1.8). Q3 (How confident do you feel about tasting foods 
that you have not eaten before?) showed no difference between the two groups.  
Section two results: In the intervention group, the mean score for self-efficacy from T1 to T3 
improved by 1.0 point in all areas (total self-efficacy cooking skills score, technical skills self-
efficacy score and preparation skills self-efficacy score). No improvements were observed in 
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the control group from T1 to T3. All the increases observed in the intervention were 















Section one:      
Q1. How 
confident do 
you feel about 
being able to 
cook from basic 
ingredients? 1 
 
4.7 (1.3) 4.9 (1.5) 4.4 (1.3) 6.0 (0.9) 1.2 (0.7, 1.6) 
Q2. How 
confident do 




6.1 (0.9) 5.7 (1.4) 5.7 (1.0) 6.5 (0.8) 0.9 (0.5, 1.4) 
Q3. How 
confident do 
you feel about 
tasting foods 




4.5 (1.7) 4.9 (1.6) 4.5 (1.8) 5.3 (1.4) 0.4 (-0.2, 0.9) 
Q4. How 
confident do 
you feel cooking 
new foods and 
recipes? 1 
 
4.8 (1.2) 4.4 (1.6) 4.8 (1.2) 5.6 (1.3) 1.2 (0.5, 1.8) 
Total self-
efficacy score1  
 
5.0 (0.9) 5.0 (1.2) 4.8 (1.0) 5.8 (0.8) 0.9 (0.6, 1.3) 










2.5 (0.8) 2.4 (0.7)  2.1 (0.6) 3.1 (0.7) 1.0 (0.7, 1.3) 
Total cooking 
skills self-
efficacy score 2  
 
2.5 (0.9) 2.4 (0.7) 2.1 (0.6) 3.2 (0.6) 1.0 (0.7, 1.3) 
* - represents the mean difference in the difference between the groups between T1 and T3.  
1 – maximum score = 7 




Time series results of self-efficacy for cooking in the intervention group are presented in 
Table 5.4-1. T1 to T2 represents pre-and-post measurements for phase one of the intervention 
(the COOK week). Changes between these time points for self-efficacy for cooking showed 
that all mean self-efficacy scores for section one increased significantly. The mean total self-
efficacy score for section one increased by 1.1 points (95%CI:0.9, 1.3). The largest increase 
was shown for Q1. (How confident do you feel about being able to cook from basic 
ingredients?), which increased by 1.7 points (95%CI: 1.4, 2.0) from T1 to T2, however Q2, 
Q3, and Q4 all showed significant increases in mean score as well. Significant increases were 
observed from T1 to T2 in section two of self-efficacy for cooking. Individually, mean 
preparation skills self-efficacy score improved by 1.3 points (95%CI:1.1, 1.5) and mean 
technical skills self-efficacy score improved by 1.1 points (95%CI:1.0, 1.3), with mean total 
self-efficacy score for section two questions improving by 1.2 points (95%CI:1.0, 1.3). Impact 
of phase two of the intervention (the take home food bags) was analysed through changes 
between T2 and T3 measurements. Overall no changes were observed for any areas of section 
one or section two of the self-efficacy for cooking measurements.  
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Table 5.4-1: Self-efficacy for cooking in phase one and two of the COOK intervention group. 
 Mean change between T1 and T2 (95% CI) (n=68) 
Mean change between T2 
and T3 (95% CI) (n=66) 
Section one:   
Q1. How confident do you feel about being 
able to cook from basic ingredients1 
 
1.7 (1.4, 2.0) -0.1 (-0.3, 0.1) 
Q2. How confident do you feel about 
following a simple recipe? 1 
 
0.9 (07, 1.1) -0.1 (-0.2, 0.1) 
Q3. How confident do you feel about tasting 
foods that you have not eaten before?1 
 
1.0 (0.6, 1.3) -0.1 (-0.4, 0.2) 
Q4. How confident do you feel cooking new 
foods and recipes? 1 1.0 (0.7, 1.3) -0.2 (-0.5, 0.1) 
Total self-efficacy score 1 1.1 (0.9, 1.3) -0.1 (-0.3, 0.02) 
Section two:    
Preparation skills self-efficacy score2 1.3 (1.1, 1.5) -0.1 (-0.3, 0.03) 
Technical skills self-efficacy score2 1.1 (1.0, 1.3) -0.1 (-0.2, 0.1) 
Total cooking skills self-efficacy score2 1.2 (1.0, 1.3) -0.1 (-0.2, 0.02) 
1. Maximum possible score that could be achieved = 7 




Overall, this interim analysis showed that the COOK programme led to significant increases 
for both cooking skills and self-efficacy (confidence) for cooking, compared to the control 
group.  Additionally, cooking skills and self-efficacy increased significantly during phase one 
(COOK week), and these changes were maintained to the end of phase two (take home food 
bags). The overall results of this study suggest that the COOK programme was effective at 
increasing adolescent cooking skills and self-efficacy for cooking and maintaining them in the 
short term.  
 
For the adolescents that completed the COOK programme, total mean cooking skills 
improved by 2.9 points within a scale with a maximum of 18-points, however a significant 
increase was only observed for the mechanical skills, and not the preparation skills. These 
results are similar to those found by Gatenby et al 2011, who also observed significant 
increases for a selection of cooking skills, but not all (12). Although the preparation skills did 
not show improvement, the adolescents’ confidence with performing these preparation skills 
did increase significantly more in adolescents undertaking the COOK programme, than the 
changes observed in the control. These results may have been due to the relatively small 
sample size in the control group (n=18), and therefore a lack of power to detect significant 
change. Also, both groups have relatively high preparation skills scores at baseline, and 
therefore less room for improvement. Most other self-efficacy measures also increased 
including the adolescents’ confidence to prepare meals from basic ingredients, following a 
simple recipe, cooking new foods and recipes, and their confidence to perform mechanical 
skills. These results also align with the more robust quantitative analyses of adolescent 
cooking programmes by Chessen 2008 (11) and Condrasky et al 2010 (14), who both found 
significant improvements in self-efficacy for cooking. 
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The overall desired behavioural outcome for the cook programme is to motivate adolescents 
to cook foods from scratch, rather than choosing less healthy convenience food options. 
Although the COOK programme showed positive results for increasing adolescent cooking 
skills, it may be the significant increases in self-efficacy that could have the greatest impact 
on promoting cooking from scratch in this age group. Bandura 1998 described the importance 
of gaining self-efficacy in the process of changing behaviours relating to health (8). When 
trying to achieve a goal, the specific skills to complete the goal are needed, however they also 
need the belief that they can reach the desired outcome. If they do not have this belief or 
confidence, they may feel it is pointless trying and lose motivation. The COOK programme 
increased the cooking skills needed to cook meals from scratch, as well as their confidence to 
use those cooking skills, and prepare food from basic ingredients. Therefore, the COOK 
programme may have had a positive impact on their motivation for choosing to cook from 
scratch, rather than consume convenience food options, as they may now have the belief that 
the effort required to cook from scratch will have a positive outcome.  
 
The effectiveness of the take home food bags on self-efficacy for cooking was relatively 
unknown from previous peer-reviewed literature, with only one previous adolescent cooking 
intervention including this type of component (12). Interestingly, significant increases of self-
efficacy for cooking were observed from pre-to-post COOK week (phase 1 – T1 to T2), 
however we saw no change in self-efficacy from the end of the cook week to post intervention 
(phase 2 – T2 to T3) in the intervention group. The intervention scores were relatively high at 
the end of T2 with the mean total self-efficacy score for section one of 5.8 out of a possible 7, 
and section two with a total self-efficacy score of 3.2 out of a possible 5. Therefore, it is 
possible that no changes were observed as there was less room for improvement after the 
COOK week. Considering this, it seems that the take home food bags (phase two), may have 
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helped to maintain the self-efficacy for cooking that was gained during the COOK week. The 
take home food bags could be a way of transitioning the skills and self-efficacy the 
participants learned, from the safe environment of the COOK week kitchen, into the home, 
where there is likely to be less support and appropriate equipment.  
 
It is possible that the significant increases observed were due to the design of the intervention. 
The COOK week included the four components identified by Bandura 1977 that are needed 
when trying to improve self-efficacy (performance accomplishments, vicarious experience, 
verbal persuasion, emotional arousal) (9). For example, the programme provided multiple 
opportunities for the participants to complete different cooking skills and recipes, within a 
supportive environment, that provided the necessary help to achieve successful outcomes 
(performance accomplishments). This was especially important when cooking for the family, 
where the COOK instructors made sure that each pair cooked the two-course meal 
successfully, by checking recipes, shopping lists and preparation timing, as well as helping 
with difficult cooking skills that the participants had never attempted before. Additionally, 
demonstrations were given before every recipe was cooked, with extra tips given for difficult 
components that could have potentially reduced success (vicarious experience). Participants 
were also given extra support when they did fail to reduce the anxiety around the failure. 
Often the participants would have to repeat the component of cooking again, with the COOK 
instructors giving them encouragement that they could complete the activity successfully 
(performance accomplishments, verbal persuasion and emotional arousal) (9). Another 
strength of the study was the standardisation of programme delivery, which was recently 
raised as an issue within the New Zealand cooking education system (10). The COOK week 
achieved standardisation through a strict programme plan, with set recipes and the same 
COOK instructors delivering all three streams of the COOK week. This may have 
strengthened the results of this study, as all intervention participants had the same opportunity 
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to develop their cooking skills and self-efficacy for cooking. Additionally, the comprehensive 
study design (randomised control trial) and methodology may have help to find the 
associations between the COOK intervention and increases in cooking skills and confidence 
to cook in adolescents. Previous adolescent cooking programme analyses were relatively 
weak, with the majority using a pre-post questionnaire design with no comparison group (11-
15, 47, 49, 51, 53, 54). However, a similar study in Australian adults, which also contained a 
comparison group, showed comparative results, with both short term (immediately after 
intervention) and long-term (six-months post intervention) improvement in confidence for 
cooking after the cooking intervention (62). 
 
The decision to use a randomised control group may have been beneficial at strengthening the 
study design, however dropout was high in the control group due to participant burden. 
Questionnaires and measurements at all time points required transport to the clinic/kitchen, 
and took around 40-minutes to complete. For these young adolescents, this was an issue as 
they were most likely reliant on family members for transport and had commitments of school 
and extra-curricular activities to work around. Transport and questionnaire burden also 
influenced the intervention group, specifically for T3 follow-up. T1 and T2 measurements had 
been taken at the time of the COOK week and therefore no extra effort was required to attend, 
whereas T3 measurements required a separate trip. Although T3 measurements were meant to 
be obtained at seven weeks, for many participants, data was not collected until ten weeks’ 
post intervention. Additionally drop-out occurred in the control group due to disappointment 
that they would not be participating in the programme. The control dropout rate meant that the 
intervention group had significantly more participants than the control. This may have 
contributed to the markedly different demographics, specifically in ethnicity. A lack of time 
to analyse results meant that meant that baseline demographics could not adjusted for. 
Therefore, it is unknown whether these discrepancies influenced the positive outcomes 
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observed. Although weight and height measurements were collected, baseline Body Mass 
Index (BMI) data was not calculated due to the lack of time to complete data analysis. BMI 
data would have been useful for this study, to see baseline differences in weight categories 
between the two groups. It was noted that most the research surrounding the success of 
cooking programmes (including the COOK study) involves self-reported questionnaires, 
however this method has been considered weak, in other areas of nutrition research (63). For 
this study, limited time and resources meant that it was the most effective way of gathering 
information on cooking skills and would have been unrealistic to gain data through other 
methods such as observation. Although this specific questionnaire was based on a previous 
validated questionnaire (57), these measures had not been used in New Zealand adolescents. 
To combat this, COOK instructors were available to clarify details for each adolescent, and 
extra help and explanation was given to participants with learning difficulties. It was also 
decided that a self-reported questionnaire was appropriate for the self-efficacy component, as 
this component was considered a subjective measure. However, for two participants with 
learning difficulties, they were unable to complete T1 questionnaires within the timeframe 
allotted at the start of the intervention. The cooking and nutrition questions were prioritised, 
and the Youth Physical Activity Questionnaire was completed in stages throughout the first 
three days of intervention. Although this is not ideal, it is unlikely that responses to the 
questions would have been influenced by the intervention.  
6.1. Conclusion		
The results from this thesis indicate that the COOK programme was successful at improving 
both short-term cooking skills and self-efficacy for cooking. The long-term analysis of the 
COOK programme will investigate whether these effects are sustained.  Although there is no 
guarantee that the COOK programme will have lasting effects, it is encouraging that one 
week of intensive cooking classes along with six weeks of take home food bags showed 
significant increases short-term for cooking skills and self-efficacy for cooking in New 
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Zealand adolescents. Within the COOK programme, it seems the COOK week was more 
effective at developing cooking skills and confidence to cook, whereas the food bags worked 
to maintain pre-existing confidence and may contribute to transferring self-efficacy for 
cooking into the home environment. Additionally, the take home food bags worked to 
overcome barriers associated with cooking from scratch, such as time to plan and prepare 
meals and perceived cost of healthy ingredients (34, 35). The addition of the take-home food 
bags allowed us to address these barriers in the short term, as all ingredients were supplied to 
the participants, only basic equipment was required to cook the meals and simple recipes were 
supplied.  
 
Development of other aspects of modern skills, (other than the mechanical component) such 
as defined by Short 2003, may be an area for future research, as there is limited research 
regarding acquiring these skills in adolescence. Additionally, it would be useful to know 
whether the increase in skills and confidence observed throughout the COOK programme 
resulted in an increase in cooking from scratch, long-term. The development of a validated 
cooking skills and confidence tool in adolescents would be highly beneficial for future 
intervention analyses, allowing more comprehensive comparisons when testing the 
effectiveness between cooking interventions. For the COOK programme, research targeting 
lower income and ethnic minorities would be beneficial, as these groups have higher rates of 
obesity and nutrition related diseases in New Zealand, and were under-represented in this 
study (1). Although substantial effort was put into recruiting from a broad range of schools, it 
was hard to achieve a high percentage of participants from at risk groups.  Ethnic minorities 
for the COOK study were under-represented compared to the New Zealand percentages, as 
the higher NZEO/Other percentage reflects the Dunedin population (64). This poses a risk for 
further health inequalities for low SES, and non-NZEO adolescents when applying this study 
to a national level. Accessibility to the COOK programme for these at-risk groups as well as 
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all other New Zealand adolescents is an important consideration that needs to be addressed. 
Therefore, it would be ideal for the COOK study to be introduced into New Zealand high 
school curriculum, to ensure that every New Zealand adolescent has the opportunity to gain 
basic cooking skills and confidence to cook healthy, nutritious food. 
 
Adolescence is an ideal time to influence eating habits, as this is the age where we begin to 
gain autonomy over food choices and other lifestyle factors (65). The food environment has 
changed dramatically to a point where these less healthy “convenience’ foods are readily 
available, and the environment is promoting consumption of these foods over meals cooked at 
home from scratch (17, 29). Consumption of convenience foods are contributing to the high 
rates of obesity and associated health effects of excessive weight and inadequate nutrition 
(30-32). Therefore, the COOK programme has the potential to be a platform for developing 





The role of the dietitian is to take the most up-to-date scientific research and use this 
information to formulate realistic public health initiatives (66). Dietitians also turn scientific 
research regarding food, nutrition and health and create recommendations in a language that 
the public can understand (66). The results from this COOK analysis suggest that exposing 
adolescents to the COOK intervention can improve and maintain their cooking skills and self-
efficacy for cooking. The next step for the dietitian, is to understand how these results can be 
applied to positively influence health and nutrition in the future.   
	
 
Within this COOK study, there are relevant scientific results that can be applied to the public 
health realm of dietetics. These interim results suggest that implementing the COOK 
programme in New Zealand adolescents could be successful at motivating adolescents to cook 
more foods from scratch, rather than choosing convenience food options. From a dietetics 
perspective, there is a need for development of preventative measures to reduce the incidence 
of obesity in all ages, including adolescents. If these results are an accurate representation of 
the effect that a cooking intervention could have, then cooking interventions that have similar 
qualities of the COOK study should be encouraged by public health dietitians. However, from 
a public health perspective, the COOK study or similar cooking programmes would ideally be 
implemented into the high school curriculum, to ensure that all New Zealand adolescents have 
the same opportunity to improve cooking skills and confidence to cook. Ensuring that every 
adolescent in New Zealand is involved, reduces the risk of increased health inequalities.  
 
Additionally, the literature review revealed the importance that self-efficacy for cooking may 
play in motivating adolescents to cook foods from scratch. From a clinical perspective, this 
information is incredibly important when dietitians are making recommendations to a client. 
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Dietitians can describe nutrients in the form of everyday foods. If dietitians recommend for 
clients to choose foods made from scratch over convenience options, they need to consider 
whether the client has the skills and confidence to go away, and put the recommendations in 
to practice. In this situation, it may be the job of the dietitian to find ways that could increase 
the clients cooking skills and self-efficacy for cooking. This study identifies key aspects of 
increasing these measures such as providing an environment that will encourage success in 
cooking, seeing others around them cooking food from scratch and making sure that meal 
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21. Can you perform the following activities? Circle one answer per line.  
 
Use knife skills in the kitchen  Yes   No  I don’t know what this is  
 
Basic cooking techniques (e.g.mixing)  Yes   No  I don’t know what this is 
 
Steaming      Yes   No     I don’t know what this is  
 
Sautéing      Yes   No I don’t know what this is 
 
Stir-frying      Yes   No  I don’t know what this is  
 
Grilling     Yes     No  I don’t know what this is  
 
Poaching      Yes     No  I don’t know what this is 
 
Baking      Yes     No  I don’t know what this is 
 
Roasting      Yes     No  I don’t know what this is 
 
Stewing      Yes     No  I don’t know what this is 
 
Boiling or Simmering    Yes     No  I don’t know what this is 
 






22. Can you perform the following activities? Circle one answer per line.  
 
Preparing cooking raw meat, poultry and fish 
      Yes      No   
 
Making sauces and gravy from raw ingredients. 
      Yes      No  
 
Preparing fresh or frozen green vegetables (e.g. broccoli, spinach, peas)  
      Yes      No   
 
Preparing root vegetables (e.g. potatoes, kumara, carrots, parsnip) 
      Yes       No  
 
Preparing fruit (e.g. peaches, pineapple, grapefruit, kiwifruit, apple) 
      Yes      No   
 
Using herbs and spices (e.g. basil, thyme, rosemary, paprika)  






23. How confident do you feel about being able to cook from 
basic ingredients?  (Please select one number) 
 
Not at all 
confident 




24. How confident do you feel about following a simple recipe?  
(Please select one number) 
 
 
Not at all 
confident 




25. How confident do you feel about tasting foods that you have 
not eaten before? 
(Please select one number) 
 
 
Not at all 
confident 




26. How confident do you feel about preparing and cooking new 
foods and recipes? (Please select one number) 
 
 
Not at all 
confident 








27. How confident do you feel about being able to perform the 
following  activities?  
 
z 
















skills in the 
kitchen 







c c c c c 
Steaming c c c c c 
Sautéing c c c c c 
Stir-frying c c c c c 
Grilling c c c c c 




c c c c c 
Roasting c c c c c 





27. (continued) How confident do you feel about being able to perform 
the following activities?  
 
 

















c c c c c 





c c c c c 
Making sauces 
and gravy from 
raw ingredients. 
c c c c c 
Preparing fresh 













c c c c c 
Using herbs and 
spices to flavor 
food (e.g. basil, 
thyme, cayenne 
pepper) 






Time Activity Description 
9am  Welcome  - Participants arrive at kitchen and are introduced to the 
COOK study  
9.10 T1 Questionnaire and 
measurements  
- Consent forms are signed  
- Participants start on questionnaires and are taken for 
anthropometric measurements  
10am  Introduction  - The COOK instructors are introduced  
- COOK handbooks were given out 
- Expectations of the week were outlined  
- Handwashing procedures explained  
- Icebreaker game  
10.20am  Recipe 1 demonstration  - Participants view the dish cooked in its entirety by COOK 
instructors 
10.35am  Participants cook recipe	1 - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
11.10am  Safety in the kitchen 
presentation  
- Power-point information regarding food safety, hygiene, 
and kitchen safety; presented by the chef. 
11.30am Recipe 2 demonstration  - Participants view the dish cooked in its entirety by COOK 
instructors 
11.45am  Participants cook recipe 2  - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
12.30pm  Break   
12.50pm Food and nutrition 
presentation  
 Power-point information regarding the food groups, and  
consuming a balanced diet.  
1.20pm Introduction to the family 
meal that will be cooked 
on Friday  
Participants introduced to the family meal planning. 
Information regarding budget, timing, recipe books, and the 
level of cooking expected given.   
2pm  Recipe 3 demonstration   - Participants view the dish cooked in its entirety by COOK 
instructors 
	
Time Activity Description 
2.15pm Participants cook recipe 3  - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
3-
3.15pm 
Completion of day - Participants picked up by parent/guardians 






Time Activity Description 
9am 
 
Recipe 4 demonstration 
 
- Participants view the dish cooked in its entirety by COOK 
instructors 
9.20am Participants cook recipe 4 - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
10am Seasonality presentation  - Information regarding nutrition, cost, environmental issues 
relating to seasonality presented by the dietitian.  
1030am Cooking methods and 
selection of produce  
- Interactive presentation from an experienced chef.  
11am Food Share  - Representative from the local food rescue organisation 
presents information regarding how to food waste. 
11.20am Recipe 5 demonstration - Participants view the dish cooked in its entirety by COOK 
Instructors 
11.30am Participants cook recipe 5 - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
12pm Break - Participants were allowed free time to mingle and get 
some fresh air outside. 
12.20pm Recipe development  - Pairs come up to the dietitian and chef to discuss and 
finalise their ideas for the two-course meal that they prepare 
for their family members (on the last day of the COOK 
week)  
- Friday family meal is further explained in 1.7.2 Cooking 




Recipe 6 demonstration 
- Participants view the dish cooked in its entirety by COOK 
instructors 
1.45pm Participants cook recipe 6 - Each pair moves to their allocated stations and makes the 
dish.  
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat.  
	
Time Activity Description 
2.30pm Recipe development  - Extra time to finalise recipes if needed  
3.15-
3.30pm 
Completion of day - Participants picked up by parent/guardians 





Time Activity Description 
9am Recipe and shopping list 
presentation  
- Information regarding how to write a recipe out 
appropriately and how to write a detailed shopping list to 
allow for efficiency in the supermarket. 
9.30am  Recipe development  - Participants write out recipes for their family meal and 
start writing shopping lists (based on these recipes) for the 
shopping trip. 
10am Recipe 7 demonstration  - Participants view the dish cooked in its entirety by COOK 
instructors 
10.15am Participants cook recipe 7 - Each pair moves to their allocated stations and makes the 
dish. 
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
11am Break  
11.30am Recipe 8 demonstration  - Participants view the dish cooked in its entirety by COOK 
Instructors 
1.45am Participants cook recipe 8 - Each pair moves to their allocated stations and makes the 
dish. 
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 
they can eat. 
12.30pm  Recipe 9 demonstration  - Participants view the dish cooked in its entirety by COOK 
instructors  
12.45pm Participants cook recipe 9 - Each pair moves to their allocated stations and makes the 
dish. 
- Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished before 




Recipe development  
- More time set aside to write out recipes and shopping lists 
for the supermarket trip 
2pm  Preparation for Thursday 
Shared lunch  
- Pairs are joined into groups of four participants. All 
groups are given a different recipe for a dish to cook for the 
group lunch. They are then asked to form another grocery 
list for this dish within the group of four. 
3pm - 
3.30pm 
Completion of day   Participants picked up by parent/guardian 






Time Activity Description 
9am  Recipe 10 demonstration - Participants view the dish cooked in its entirety by COOK 
instructors 
9.15am  Participants cook recipe 10  - Pairs move into groups of four, for this recipe 
- Recipe 10 put in the freezer to set  
9.45am Supermarket trip  - Participants walk to supermarket with COOK instructors 
- Firstly they gather their ingredients for the shared lunch 
recipes in groups of four. 
- Secondly they gather ingredients for the family meal in 
their pairs. 
11.30am Break   
12.15 Participants cook shared 
lunch recipes  
- Participants move into their group of four and begin the 
cook the recipe(s) that were assigned to them. Help given to 
those with more complicated recipes such as the pasta.  
Once the dish is ready they must completely clean their 
station and wait for the rest of the class to be finished  
1.30pm  Eat Shared lunch  - All participants come up by group and help themselves to 
the shared lunch. Participants are encouraged to have some 
of every dish on their plate. COOK instructors also eat the 
shared lunch. 
2pm Create Sample timeline for 
Friday family lunch and 
placeholders  
- Participants are given a sample timeline and are asked to 
develop a timeline for preparation and cooking of their two 
course meal for their family.  
- List is then checked off by study COOK instructors  
- Participants are asked to prepare placeholders with their 
family member’s name on it  
2.45pm  Recipe 10 eaten  - Recipe 10 taken out of freezer, and eaten  
- participants then clean up 
3-3.30 Completion of day - Participants picked up by parent/guardians 







Time Activity Description 
9am Introduction to the day  - Participants are told by COOK instructors what to expect 
from the day, where to find staple ingredients, and what 
time they are aiming to get the first course out.  
9.20am  Participants begin to cook 
two-course family meal  
- COOK instructors walk around room, helping participants 
and making sure they are on track.  
- COOK instructors begin to cook lunch for participants 
using as many left overs as possible 
10.30am  Set table for family meal  - Participants go up one by one to set a place at the table for 
their family member. Participants continue cooking  
11am Lunch for participants 
served  
- Participants stop cooking for 10-20minutes and eat the 
lunch that was cooked by the COOK instructors.  
11.45am  Family members arrive  COOK instructor meets family members and takes them to 
the dining room  
12pm  Main meal delivered  - Participants all go up together and deliver their main meal 
to their family member  
12.10pm Dessert is plated up  - Participants finish off preparing their desserts and begin to 
plate up 
12.25pm  Dessert delivered   - Participants all go up together and deliver their dessert to 
their family member 
- Clean-up of kitchen and dishes  
12.45pm Family and participant 
debrief  
- All participants, COOK instructors and study coordinators 
join family members and discuss the successes of the week  
- Participants and family members are introduced to the 
take-home food bags.  
- family members leave  
1pm  Cleaning  - Participants complete a thorough clean of their benches, 
draws and appliances 
- Kitchens checked off by COOK instructors  
1.30 T2 Questionnaire  - Participants complete T2 questionnaire.  
- Qualitative feedback session completed to find out what 




Completion of day and 
week  
- Participants picked up by parent/guardian 














Reduced salt vegetable 
stock 
Sesame seeds 
Pepitas 
Fresh	Herbs		
Oregano	
Coriander	
Parsley	
Mint	
Rosemary	
Basil	
	
Dried	Herbs/Spices	
Oregano	
Thyme	
Paprika	
White	pepper	
Chilli	powder	
Peppercorns	
Dill	
Ground	cumin	
Ground	coriander	
	
	
Oils	and	Vinegars	
Olive	oil	
Canola	oil	
Sesame	oil	
Vanilla	essence	
White	wine	vinegar	
Red	wine	vinegar	
Mirin	
Rice	wine	vinegar	
Balsamic	vinegar	
	
Other	
Eggs	(for	back	-up)	
Garlic	
Ginger	
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